confidence intervals were calculated using a random-effects model. RCTs and cohort studies were analyzed separately and combined results were also obtained. We performed sensitivity analysis by investigating the influence of each individual study on the overall summary estimate. Published and unpublished studies were included without language restrictions. RESULTS: Fourteen trials consisting of 4,055 participants (1,599 from RCTs and 2,456 from cohort studies) were included for analysis. We found a non-significant decrease in risk for wound complications when RCTs and cohort studies were analyzed separately (OR 0.76; 95% CI 0.58, 1.01) and (OR 0.90; 95% CI 0.64, 1.26) respectively. Similar results were found when both types of studies were combined (OR 0.82; 95% CI 0.66, 1.02). We also found no difference in risk of surgical-site infections when pooling RCTs and cohort studies separately (OR 0.76; 95% CI 0.44, 1.30) and (OR 0.63; 95% CI 0.27, 1.47) or combining them (OR 0.71; 95% CI 0.46, 1.10). Stepwise sequential omission of each individual study did not impact the overall pooled results. CONCLUSION: In obese women undergoing cesarean delivery, negative-pressure wound therapy does not reduce risk of wound complications or surgical-site infections.
Grand-multiparous women with and without one previous cesarean delivery were compared ( Figure) . RESULTS: During the study period, 2,815 grand-multiparous women met the study criteria. Grand-multiparous women with (n¼310, 11.0%) and without (n¼2,505, 89.0%) previous cesarean delivery were compared. Baseline characteristic were similar between the groups. The rate of spontaneous vaginal delivery was over 95% in both groups, with no between-group differences, and the rate of cesarean delivery was 2.6% and 1.8% in women with and without previous cesarean delivery, respectively (p¼0.31). No cases of uterine rupture were observed in either group. A history of one previous cesarean delivery was not found to affect any of the aforementioned outcomes significantly (Table) . CONCLUSION: Grand-multiparous women with a history of a single previous cesarean delivery have delivery and neonatal outcomes comparable to their counterparts with no previous cesarean delivery.
Poster Session V OBJECTIVE: It is well established that trial of labor after cesarean delivery (TOLAC) is associated with higher success rate in the presence of at least one prior vaginal delivery (VD). Yet, the magnitude of impact of each additional prior VD on the success rate is yet to be answered. Therefore, we aimed to characterize the additive effect of each additional previous VD among women attempting TOLAC. STUDY DESIGN: A retrospective cohort study of all women attempting TOLAC with singleton pregnancy at term who delivered at a single, tertiary medical center, between 2007-2014. The primary outcome was defined as mode of delivery. Secondary outcomes included uterine rupture, composite maternal morbidity (defined as 1 of the following: uterine rupture, postpartum hemorrhage, or postpartum transfusion) and composite neonatal morbidity (defined as 1 of the following: mechanical ventilation, respiratory distress syndrome, arterial cord pH<7.05, 5-minutes Apgar score<7, birth asphyxia, hypoxic-ischemic encephalopathy, or neonatal death). Women without any prior VD were compared to women with one prior VD, which were compared to women with two previous VDs, which were compared to women with three or more previous VDs (Figure) . RESULTS: During the study period, 2,772 women were eligible for the analysis: 1,219 (44.0%) women had no prior VD, 845 (30.5%) had one prior VD, 398 (14.4%) had two prior VDs and 310 had three or more prior VDs (11.1%) (Fig 1) . Compared to no prior VD, the presence of any number of VDs was associated with higher rate of achieving vaginal delivery (p<0.001), with no significant differences between the groups who have had at least one previous VD. No differences were found with regards to the rate of uterine rupture (p¼0.4). A history of at least one previous VD increased the chance of achieving VD and decreased the risk of maternal and neonatal adverse outcomes. No such effect was found in the comparison of two previous VDs to one prior VD, or in the comparison of three or more previous VDs to two previous VDs (Table) . CONCLUSION: One prior VD improves the chances of having a VD in the index pregnancy, and additional prior VDs do not seem to increase this success rate significantly. 
OBJECTIVE:
To investigate whether the use of anti-adhesion barriers/ hemostatic agents during a cesarean section (CS) poses a risk for post CS infection STUDY DESIGN: A case control study on 113 patients who were diagnosed with post CS infection and 224 controls between the years 2012-2017 was conducted. For each patient who was diagnosed with a post CS infection we matched in a ratio of 1:2 patients who underwent the previous and subsequent CS and at the same setting (elective/urgent). Women were defined as having post CS infection if they developed at the postoperative hospitalization fever or clinical signs of infection, or were re-admitted for fever or clinical signs of infection including surgical wound infection, endometritis, urinary tract infection (UTI), infected hematoma, sepsis etc. Data regarding socio-demographic characteristics, medical and obstetrical history and surgical characteristics were retrieved from the patients' computerized records. Multivariable analyses were performed to control for confounders. RESULTS: During the study period 113 patients developed postoperative infection. Of these, 71.7% were diagnosed with surgical site infection, 7.1% with endometritis, 7.9% with infected
